INTRODUCTION
Multiple sclerosis (MS) is a chronic, inflammatory, immune-mediated demyelinating disease of the central nervous system (CNS). Though the cause of MS is still unknown, there is a growing body of evidence demonstrating its multifactorial origin as a result of the interaction between environmental aspects in genetically susceptible individuals, triggering the immunological changes underlying the disease process [1, 2] . MS usually starts between 20 and 40 years of age, is more common among women (female:male ratio &2:1), and may progress via different evolutionary patterns. In most cases, it develops in a relapsing-remitting (RR) form, with clearly defined relapses separated by complete or partial recovery; some RR patients later present with a secondary progressive (SP) MS type accompanied by disease progression with or without further relapses [1] . A few patients have progressive evolution of their disease from the beginning without experiencing relapses; these patients have primary progressive (PP) MS or rarely, if they have occasional superimposed relapses, progressive relapsing MS [1, 2] . Depending on the actual diagnostic criteria, monosymptomatic forms of MS have also been recognized and termed clinically isolated syndromes [1] .
Considering the clinical hallmarks of MS, such as its chronic and unpredictable course that usually begins in young adulthood, i.e., during the most productive phase of life on an individual, professional and societal level, the social aspects of MS appear to be very important.
However, these aspects have been scarcely studied so far. In fact, similar to other chronic diseases, MS raises social issues beyond clinical changes, causing physical, psychological and social problems. Overall, the inter-relationship between the disease and all these problems will influence how the patient perceives their health and quality of life (QoL).
Health-related quality of life (HRQoL), defined as a multi-dimensional construct that includes physical, mental and social health [3] , has been increasingly studied in MS, since the wellbeing of patients involves living and coping with a chronic neurological condition and incorporates social aspects, combining physical, mental and social health [4, 5] . In addition, HRQoL is also a measure of the effectiveness of interventions in health care at the clinical practice level and in planning public policies, supporting the view that health is the most important domain of QoL.
As far as we are aware, the first study of HRQoL in MS was published in 1992, and since 2002 more than three-dozen articles have appeared in the literature [4] . Overall, research has focused on the relationship between the clinical effects of the disease, such as disability, pain, fatigue, psychological and cognitive symptoms [5] . The methodology includes case-control and cross-sectional studies, which compare MS with other chronic diseases [6] or with the general population [7] [8] [9] to analyze the HRQoL of MS patients according to treatment and different forms of the disease [10] [11] [12] [13] [14] . These studies have demonstrated that MS patients have worse QoL than the general population [8, 9] , their disabilities are a predictor of HRQoL [7, 15] , they have a high incidence of pain [10, [16] [17] [18] [19] [20] [21] , and they suffer with more frequent depressive symptoms [7, 12, 16, [22] [23] [24] [25] [26] [27] [28] , cognitive deterioration [11, 20, 21, [25] [26] [27] [28] [29] and fatigue [13, 19, 24, 28, 30] .
However, few studies have focused on the relationship between patient social characteristics and HRQoL [7, 9, 22, 23, [30] [31] [32] . Studies that have analyzed the relationships between the social characteristics of MS patients and HRQoL [7, 9, 22, 30] have frequently presented limited results, since they only compare two or three social characteristics [9, 11, 30, 33] , and have often not reached significance levels. [29] .
HRQoL was assessed using the Health Status Questionnaire (SF-36v2) [35, 36] showed statistically significant differences in relation to all dimensions of physical health. Employed patients presented with higher scores than others (unemployed, retired and student/ housewife/inactive) and this difference was also statistically significant. We found that among our sample, 66% of MS patients were married and only one other study had analyzed marital status in relation to HRQoL [9] . As in our study, the authors of this other study also observed that there was no statistically significant relationship between being single and HRQoL measures. However, our study found a statistically significant relationship between marital status and PF and GH. We believe it necessary to reapply this analysis in light of sociological literature stating that married persons have better HRQoL than single persons [31] .
We found that education level was associated with all SF-36 subscales. Patients who had higher levels achieved better scores than those with lower education levels. These data are similar to those of other studies, such as the one by Gottberg and collaborators [9] .
Turpin et al. [22] showed that 28.5% of MS patients lacked an occupation; however, none of the analyzed studies took into account occupation in relation to HRQoL. In our study, better educationally qualified patients presented with better scores on all SF-36 subscales than those with a lower education level. These differences were statistically significant in the PF, PR, BP and SF subscales.
The employment status of MS patients presents a statistically significant relationship with all HRQoL dimensions. Employed patients had better scores than those who were unemployed, retired and student/housewife/ inactive, and these differences were statistically significant. These results are similar to those obtained by Gottberg et al. [9] , Shawryn et al. [11] , Aronson [30] and PlutaFuerst et al. [33] . These other studies clearly Household size was not statistically related to HRQoL measures. Patients who lived in larger households had better results than those living in smaller households, as expected, but this difference was not statistically significant. As a matter of fact, the sociological literature [31] indicates that the probability of getting help is greater in larger households. However, this relationship was not shown to be true according to the HRQoL results of our MS patients. n.s. not significant, SF-36 short form 36, SD standard deviation a,b,c Homogeneous groups according to the Mann-Whitney test, to 95% confidence interval MS parameters in our study referred to the duration and type of MS, and MS-associated disability. Our results were similar to those in the literature [3, 9, 21, 23] in which the relationship between these parameters and HRQoL was analyzed. The duration of MS was significantly associated with PR and all SF-36 mental health dimensions, such as VT, SF and ER. Patients with a shorter MS duration had higher scores on all HRQoL dimensions than those with a longer MS duration. These results are consistent with those of other studies [9, 16] , highlighting the negative correlation between all HRQoL domains and MS duration when it lasts for more than 10 years [5, 11, 33] .
The clinical course of MS was statistically related to PF, PR, GH, SF and ER. The score obtained by MS patients with the RR form of the disease was higher than the score obtained by MS patients with other forms of the disease (PP and SP). These results are similar to those obtained in other studies [5, 9, 11, 22] . HRQoL. In this study, the author compares clinical forms with HRQoL as a whole [31] . In our study, we compare the clinical forms of MS with each dimension of HRQoL.
MS patients with high disability scores (EDSS 4-6 and C6.5) had lower HRQoL levels than those with lower scores (EDSS 0-3.5). The level of disability was statistically associated with HRQoL, particularly PF, PR, GH, VT, SF and ER.
Patients with mild disability had higher HRQoL scores than those with severe levels of disability. These differences were statistically significant for these subscales. These results are similar to those of the majority of studies reviewed, as it indicates that disability is a predictor of HRQoL [9, 15, 33] . Although there are scales that are more specific to the MS setting, such as the MSQoL-54 [38] , the generic SF-36 is the scale used mostly in studies of HRQoL in MS patients [7] .
In addition, the only scale adapted and validated for a Portuguese population is the SF-36 [35, 36] . Finally, the authors could not identify publications entirely devoted to the comparison between the socio-demographic characteristics of MS patients and HRQoL 
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